Continuing education can improve anaesthetic practice if it is relevant to an individual's work and complications. A practice profile delineates the significance of untoward events. A personal audit of consecutive anaesthetics and associated complications is presented as a first step to checking one's competence over the course of years.
Published anaesthetic audits consider groups of hospitals 1 or of numerous anaesthetists. 2 My personal contribution to patient safety in such assessments would be swamped. Likewise complication rates differ depending on the surgical population. Comparisons with another's complications are incorrect unless the denominator is known.
The aim was to audit, prospectively, personal performance over a single anaesthetist's career and check ongoing strengths and weaknesses of practice within differing anaesthetic locations. The author's ten-month subgroup of 694 consecutive anaesthetics is represented to indicate one technique and some limitations of personal audit. The patients were public and private patients in tertiary-referral obstetric and general hospitals.
METHOD
Each anaesthetic was classified as to whether or not a perioperative complication occurred. A Chi-squared test was used to detect any difference between complicated or uncomplicated anaesthetics, in patient age, preoperative illness and American Society of Anesthetists (ASA) status,3 type and urgency of surgery, and status of any anaesthesia trainee involved.
Anaesthesia complications were defined as any untoward event involving the anaesthetic which could have led to patient injury. Some did not result in morbidity, e.g. preoperative detection of a misconnected Bain circuit, of untreated diabetes, hypertension and consequent deferral of elective surgery. Some did result in unwanted physiological changes as previously defined. 4 The audit commenced prior to establishment of Anaesthetic Incident Monitoring Surveys (AIMS), but compilation of complications of an individual practice using AIMS report protocols could be easily adapted to a single anaesthetist's needs. 5.6 The perioperative period included pre-induction, intraoperative and recovery times.
RESULTS
There were six preoperative cancellations of elective surgery due to untreated disease. Thirty-eight per cent of all surgical procedures were obstetric, 10070 major and laparoscopic gynaecologic, 33070 minor gynaecologic, 10070 general surgery, 6070 orthopaedic and 2070 were either urology, dental, ear nose and throat, radiology, neurosurgery or plastic surgery. 73070 of patients underwent surgical emergencies. 65070 of anaesthetics were general, 26070 epidural, and the remaining 9070 included spinal, combined general and regional or monitored sedation. The average duration of procedures was 63 minutes (SD 68 min) and mean age was 34.2 years (SD 15.3). Eighty-nine per cent of patients were ASA 1 or 2.
Sixty-two per cent of anaesthetics were administered by the anaesthetic consultant working alone and the remainder were given jointly by consultant and anaesthetic intern, general practitioner or registered trainee.
One-hundred-and-fifteen complications occurred during 91 operations, 16 of which were urgent. The types of perioperative complication are listed in Table  1 . One unplanned admission to intensive care occurred postoperatively due to massive haemorrhage. 
Type of surgery
Thirteen per cent or 91 of 694 anaesthetics were complicated. Laparoscopic gynaecology and those operations where the anaesthetist infrequently worked had a disproportionately high number of intraoperative complications ( Table 2 .1). The complications of laparoscopic gynaecologic surgery were insufflation of gas into the rectus sheath by a novice surgeon, J bradycardia less than 45 per minute on peritoneal traction and puncture with the Veres needle 2 and prolonged recovery I because of uncertain predicted duration of surgery. Though half of all complications occurred during obstetric surgery, the rate amongst obstetric patients reflects the overall complication rate. Patients undergoing anaesthesia for minor gynaecology were under-represented in the anaesthetic complications, reflecting their preoperative health and short duration of surgery.
Anaesthesia
Anaesthetic complication rates were significantly higher for combined general and regional anaesthesia ( 
Duration
Operations with complications took significantly longer, with a mean duration of 95 minutes (SD 81) compared with 63 minutes (SD 68) in uncomplicated operations. Short procedures were not guaranteed to be incident-free. About one quarter of complications occurred during short procedures (Table 2. 
4).
The time prior to and during induction was important in detecting errors of equipment, surgical judgement and drug and airway difficulties. This has implications for registrar supervision of after-hours emergencies.
Age
Increasing patient age per se did not correlate with increasing complications. The average age of all patients anaesthetised was 34 years, and of those with anaesthetic incidents, was 36 years. Apart from those in the 96-year-old, complications occurred more or less in proportion to the total number anaesthetised in each age group.
Trainee experience
Generally it is safer to anaesthetise by oneself than to teach and anaesthetise. Complications were more frequent when the trainee was new to anaesthesia, reflecting the consultant's lack of time and proficiency in teaching the novice (Table 2. 
5).
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Preoperative disease
To delineate which preoperative medical disease increases the likelihood of mishaps in this practice, the rates of intraoperative and recovery room complications were determined in patients with and without a given preoperative illness ( Table 3 ). The data were expressed as a "risk ratio". The rate of complications in those having a preoperative illness is divided by the rate in those without the same preoperative illness. For instance, obese patients were 1.8 times more likely to develop complications than were non-obese patients. Emergencies doubled the likelihood of complications. A recent myocardial infarct and central nervous disease were closely associated with the occurrence of both intraoperative and recovery problems. 
BIAS AND LIMITATIONS IN PERSONAL AUDITING
The busier an anaesthetic practice, the more difficult are complete documentation of patient data and patient follow-up.
In Table 2 , some part of the data was incomplete in up to 2070 of all anaesthetics and 24070 of some complicated anaesthetics. Meticulous personal daily follow-up past the recovery period could not be performed. After a busy day in the operating theatre, preoperative assessment of the subsequent day's patients is necessary.
Anaesthetists differ in defining what constitutes a complication. What one anaesthetist accepts as an everyday event may be considered a life-threatening incident to another. The definition of a complication determines its prevalence, e.g. omission of a patient's usual beta-adrenergic blockers, nitrates and anxiolysis was considered an anaesthetic complication even though no coronary ischaemia or death resulted.
CONCLUSIONS AND PREVENTIVE STRATEGIES
Anaesthetic complications occurred more commonly in ASA 3 (obstetric) and ASA 5 patients, during long, combined general and regional anaesthetics, particularly when novice anaesthetic and surgical trainees were involved and when the anaesthetic was administered with unfamiliar personnel, surgeons, nurses and technical staff. Numerous preventive strategies have been undertaken, specific to each complication. For instance, multiple unsuccessful venipunctures or mucosal trauma by novice anaesthetic trainees have been reduced considerably by preoperative planning and evaluation of the trainee, patient, equipment, operation schedule and expected surgical haste and impatience.
The audit was a preliminary baseline for annual assessments, as a first step to checking one's com-petence over the years of a professional life. The practice content, complication rates and type change annually, but auditing has remained relevant as it is personally maintained and not sanitised for bureaucratic or public discussion. It has become a basis and motivation for self-directed learning. The data and experience bound up in one's work have thus provided an individualised annual "needs assessment" for effective continuing anaesthetic education. Such audit and continuing education could allow for variation amongst anaesthetists, their different practice content and stages and learning styles. 7 
